
EYE CARE: NORTHWEST PA'NENT RECISTRATION

Familv doctor:Referred by:

Patient Name. Todav's Date
Middle

Home Address

City

City

State Zip Code

Home P.hone Cell lPhorre

E-mail address Marital Status Single Married Divorced

Date of Birth Age

Widowed

Gender M
Social Security Number

Em ployer/Pa rentos
Employer Occupation

Work Address Work Phone

State_Zip Codq

Spouse name (Parent name if minor)

Person to notify in case ofemergency (other than spouse)

Relationship

Spousre/Pa rent Work Phone

Phone numbers(s)

Primary Insurance Company

lD# Group # Effective Date

Subscriber Name Relaf ionship to Patient

Social Security Number Date of Birth Employer

ry Insurance Lompany

lD# Group # Effectiv$ Date

Subscriber Name Relationship to Patient

Social Securitv Number Date of Birth Employer

Seconda

I certify that I (or my dependent) have insurance coverage as stated above and agree to have insurance paym made directly to (Pr;actice
Name) to be applied to my account for services rendered. I understand that I an0 financiall
that mv,insurance deniespayment. I am aware there may be additional collection arrd/or attorney's fees if my account is referred for
collection. For patients covered by M,edicare the patient will be responsible for 20% of the Medicare allowablf charges plus any dedu,ctibles,
coinsurance and uncovered charges that apply,

Patient's signatu re Today's date



EYE CARE NORTHWEST M EDI CAL H ISTORY OUESTION NAI RE

Name:

Height:

Date of Birth:

_ Weight:_ Sex: M / F Primary Care physician: Name

CHART#

Age: _ Date:

Phone

CONDITIONS: Circle any and all conditions that apply to you or check none. INONE

GENERAL: fever, heol stroke, weight loss, weight goin, fotigue, insomnio,
heordoches

EARS, NOSE, THROAT: horrl of heoring, eor oche, cough,
hoorseness, verJiqo

drymouth, sinus/ollergy,

CARDIOVASCULAR: high B/P, heorl ottock,
pulse, hish cholesterol,

chest poin, congestive heort fqilpre, rocing
lor heodbeol ce moker

RESPIRATORY: conrgestion, wheezing, shorf of breoth, osfhmq, COPD,
emphysemo, TB exposure

GASTROINTESTINAL: stomqch upset, diorrheo, constipolion, hernio, ulcers, nouseo, GERD,

GENITOURINARY:
poinful/ frequent urinoiion,
blood in urine

impotence, yellow joundice, kidney stones.

FEMALES. Are you pregnont? Are you nursing?

MUSCULOSKELETAL:
joint poin, sliffness, swelling, crcrmps, fibromyolgio, rheumqtoid
orthritis, lupus, other type orlhrilis, osteoporosis

DERMATOLOGIC: pimples, ocne, worts, growfhs, rosh, tosoceo, rhelonomo

NEUROLOGICAL: nunrbness, heodoche, seizures, porolysis, stroke, dementio,
memory loss, Alzheimer's, Pqrkinson's

PSYCHIATRIC: onxiety. depression

ENDOGRINE: diobeies, hypothyroid, hyperthyroid, hormone, increosed lhirst,
9rsyes Diseose, Thyroid Eye Diseose

HEMATOLOGY: bleeding, onemiq, blood clols, problems reloled to blood tronsfusions,

ALLERGIC/IMMUNOLOGIC :

sinus, sneezing, swellfing, reclness, itching, hive:
HlV, Herpes Simplex Virus, Sjogren's Syndrome, r
orthritis,

lupus,
eumotoicl

CANCER: brerrsl, proslofe, lung, skin, colon , other

EYES: cqtoroct, gloucomo, detochecl refino, blindness,
eyeinjury/tlqumo, corneolproblems, mqculorde

lozY eY'e,
renerotiorr

List all Eye Surgeries & Laser Eye Surgeries: List all OTHEB rgeries lrou h:rve had:

FAMILY HISTORY: Has a member of immediate famil blood relatives) have/had diseases?

Father Sibling Grandparenl

Father Sibling Grandparent

Father Sibling Grandparent

Father Sibling Grandparent

Father Sibling Grandparent

Mpther Father Sibling Gtandparent

Father Sibling Grandparent

All information you provide is confidential and will not bet released to anyone without your consent
Use back of form for any additional informati<>n that you need to adtl.

Mother Father Sibling Grandparent

Macular Degeneration yes no Mother Father Sibling Grandparent

Father Sibling Grandparent

Father Sibling Grandparent

Father Sibling Grandparent

Thyroid Disease yes no

Mother Father Sibling Grandparent

Mother Father Sibling Grandparent



EYE CARE

Physician

NORTHWEST MEDICAL H ISTORY OVEsTION NAI RE

Signature:

Patient Name: Date of Birth:
FAMTLY MEp|CAL HTSTORY CONT|NUEp:
ls mother deceased? Y 1 N lf yes- cause of death?
ls father deceased? Y / N lf yes- cause of death?

SOCIAL HISTORY:

Recreational Activities and Hobbies:

( Circle:) Student Homemaker Employed Retired (Circle:l Single

Do you use Tobacco? Yes / No Cigarettes / Smokeless

Do you use Alcohol? Yes / No Rarely Daily Weekly
Recreational Drugs? Yes I No Rarely Daily Weekly

Married Separatod Divorced Widorared

# PackslTimes a Day of 'years

'11-2 drinks 2-4 drinks Other
'l-ype:

REI\CTION/PROBLEM

CHART#
Date:

Date:

LrsT ALLER9|ES TO MEptCATtONS:

Preferred Pharmacy: Location Phone:

I a,t rty u p.tens.trrs vver trr,e vaunler meq,lcauopq vou are taKlna: (lnclgclir
lf you have a /isf, p/ease give to receptionist to copy in lieu of filting out form: REVIE\/VED:

Medication
Name

Dosage Taken how often ?
PRN= when needed

Route Reason for
taking;

Currently Te

Yes I

fing
o

_ Times a day

or PRN

Oral
Topical
lniection

_ Times a day

or PRN

Oral
Topical
lniection

_ Times a day

oT PRN

Oral
Topical
Iniection

_ Times a day

or PRN

_ Oral

lniection

_ Times a day

or PRN

Oral
Topical
Intection

_ Times a day

or PRN

_ Oral

_ Topical
lniection

_ Times a day

or PRN

_ Oral
_ Topical

lniection

_ Times a day

or PRN

Oral
Topical
lniection

_ Times a day

or PRN

_ ural
_ Topical

Iniection

_ Times a day

or PRN

Oral
Topical
Iniection

Physician Siqnature: Date:

All information you provide is confidential and will not be released to anyone witho'ut your consenl
Use back of form for any additional informatio'n that you need to add.



AUTHORIZATION TO REC EIVE/RELEAIi E HEALTH NNFORMATION

Due to the HIpAA Complionce privocy Lqws of f he Federsllo review snd onswer the following questions listed below,

Nqme;

Moy we leove messoges/cletoiled medicor irrforrncrtion on

n Yes c No Home phoner n v^-

Moy ws contoct you qt your ploce of employment? n yes
lf so, moy we leove o mes:;oge? n yes n No

Governmenl, ii is mondctory fhql we qsk you

voicernsil ot either of

u l"ro Lell rhonel

nNo

these phone numbers?

%-*-

lf yes: Work phone;
E x lens ion r

FYes nNo

Nqmer
Relotionship:

Phone Number: Alternole In'lumber;
ls this person your power ol

Nqmer

Altorney for medicol purposes? nYes oNo

Relotionshipr

Phone Number:
Alterrnote Number:

I hereby outhorize to obtoi
other heolth core

I hsve reviewed the oforementioned irrformolion ond provide rny cons€rnt regording ony ond
o bove, oll the issues qs stoted

I hove reviewed Nolice of HIPAA Privocy Policy. A copy of rhis policy will be provided ro me

inf ormorion ,.norr ; fr",:j:;::i;.T;: ny ond oll pertinenl../ ..,y\.,wv, rv,w, v) rrqsvsu, re Ll)btsr In nly Ongotflg tre'tment lo or fproviders, loborotories, rodiology f qcilities or other insritutions, fhis quthorizqlion remsins effecf until revoked.

Polienl Signoturer

WITNESSED BY'

s x rens ton i

Do you hove ony porficulor person or fornily mernbers thor you outhorize to receive gnd discuss informotionregording your personol heolth informqtion (generol informolion, surgicol ond billing)?

lf yes, pleose provioe:

Dste:

upon requesl.


